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CASE REPORT
Ictal catatonia as a manifestation of de novo absence
status epilepticus following benzodiazepine withdrawal
KOUSUKE KANEMOTO∗, TOSHIO MIYAMOTO & RYUJI ABE
Kansai Regional Epilepsy Center, Kyoto, Japan
Correspondence to: Dr K. Kanemoto, Kansai Regional Epilepsy Center, Utano National Hospital, Ukyo-ku, Narutaki,
Ondoyama-cho 8, Kyoto, Japan
To describe ictal catatonia as a manifestation of de novo absence status epilepticus following benzodiazepine withdrawal. Ictal
catatonia was documented by concurrent EEG recordings. A catatonic syndrome, first diagnosed as a psychogenic reaction,
was found to be an ictal event by EEG recording. De novo absence status and benzodiazepine withdrawal should be considered
when a catatonic syndrome suddenly occurs in elderly patients.
Key words: ictal catatonia; benzodiazepine withdrawal; de novo absence status.INTRODUCTION
Ictal catatonia, as a manifestation of non-convulsive
status epilepticus, has been described only anecdo-
tally1–4. There have been only a few adequately doc-
umented ictal catatonia cases seen with concurrent
epileptic discharges in the EEG5. Further, most of the
reported cases have had a previous history of psychi-
atric illness or epileptic seizures. We report a case in
which ictal catatonia occurred de novo as a result of
benzodiazepine withdrawal in an elderly patient with-
out previous history of either psychiatric or epileptic
illness. This case presented a serious challenge to a
correct diagnosis, because catatonic syndrome in the
setting of an unremarkable prior medical history and
advanced age misled us to consider a psychogenic or
non-organic origin for the patient’s symptoms.
CASE REPORT
A 78-year-old man was referred for psychiatric assess-
ment because of mental confusion. He was hospital-
ized for prostatic hypertrophy two months before the
referral. At the time of examination, he presented a
one week history of episodic mutism, alternating with
∗E-mail: PEH06237@nifty.ne.jp1059–1311/99/060364 + 03 $12.00/0outbursts of psychomotor agitation, manifested by vi-
olent attacks against the nursing staff. He remembered
well what he had said and what was said to him dur-
ing such excited states. A scrotal infection accompa-
nied by high fever, promptly controlled by antibiotics,
preceded this episode of mental aberration. A neuro-
logic consultant diagnosed it as a psychogenic reac-
tion and recommended an interview with a psychia-
trist. On examination, the patient appeared awake, but
had a fixed and glassy-eyed stare. Occasionally, upon
repeated questioning, the patient would utter scanty,
fragmented, but appropriate words, in a whisper. There
were no focal neurological signs. However, he ex-
hibited a waxy flexibility, maintaining his extremities
in an indefinite and passively placed bizarre posture.
He had no previous history of either epilepsy or psy-
chiatric illness. The EEG on the day of the exam-
ination showed continuous bilateral spike and wave
discharges (Fig. 1A). A detailed interview with his
wife revealed acute discontinuation of long-standing
benzodiazepine treatment upon admission. He had
been receiving nitrazepam 10 mg/day and diazepam
10 mg/day for several decades. His complete blood
count, serum electrolytes, blood sugar and calcium,
arterial ammonia, liver function tests, and computed
tomography scan were normal. Administration of di-
azepam 10 mg/day was renewed. Upon this partialc© 1999 BEA Trading Ltd
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Fig. 1: (a) EEG during ictal catatonia showing bilateral pseudorhythmic 1.5–2-Hz spikes and waves. (b) Repeated EEG, after the
patient had improved, showed no abnormalities.re-administration of a benzodiazepine, the abnormal
behaviour, including the catatonic symptoms, disap-
peared completely. The patient became alert, oriented,
and acted appropriately. A second EEG (Fig. 1B) was
normal. The absence status did not recur.
DISCUSSION
Although the association between epilepsy and cata-
tonia has been pointed out repeatedly in a few case
reports3, 5 as well as in several review articles, includ-
ing the original work of Karl Ludwig Kahlbaum6, 7, an
uncontested documentation of ictal catatonia with cor-
responding EEG findings has been rare. However, this
rarity could be more apparent than real, because thepeculiarity of partially preserved awareness in a cata-
tonic syndrome, which is quite different from common
delirium in the elderly, would obscure the possible or-
ganic origin from a clinician unaccustomed to such
a state, as in the current case. Without EEG record-
ings, the ictal catatonia would remain unrecognized
and could be easily dismissed as a psychological re-
action.
Recently, a particular subtype of absence status
epilepticus has been recognized, which appears de
novo in middle or advanced age8, 9. This subtype of
‘de novo’ absence status of very late onset exhibits
several distinct clinical features. Firstly, it is often trig-
gered by various exogenous epileptogenic factors, in-
cluding benzodiazepine withdrawal. Thomas et al. 9
stressed that de novo absence status epilepticus was
366 K. Kanemoto et al.
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12: 77–87.an uncommon but important complication of benzodi-
azepine withdrawal syndrome, particularly in elderly
persons. A careful interview with our patient’s wife
revealed a longstanding uptake and an abrupt discon-
tinuation of benzodiazepines. The second salient fea-
ture of this subtype of absence status is psychopatho-
logical. While complex partial status epilepticus cases
often manifest themselves as protracted confusional or
acute psychotic episodes, the representative type of ab-
sence status epilepticus, typically starting in the sec-
ond decade of life, usually takes on the characteris-
tic of a simple dullness of consciousness, resulting in
a simple worsening of behaviour without productive
symptoms10. In contrast, de novo absence status in
later life usually exhibits abundant productive symp-
toms, including catatonic syndrome.
There have been only scattered reports of ictal cata-
tonia so far. Except for a brief reference in several
articles, detailed documentation with concurrent ic-
tal EEG recordings has been exceptional. Episodes
of ictal catatonia, especially those which occur de
novo in elderly persons without a related medical his-
tory, are prone to misdiagnosis. The first diagnosis
of the second case of Lim et al. 5 was a severe psy-
chotic depression. As a result, the psychiatric consul-
tant recommended electroconvulsive therapy. The case
of Gomez et al. 3, brought to the emergency room in a
catatonic stupor, was assessed as having an acute ex-
acerbation of psychosis and was given high potency
neuroleptics which only worsened the patient’s condi-
tion. This episode turned out later to be absence sta-
tus. In the current case as well, the neurologic consul-tant diagnosed it as a psychogenic reaction and rec-
ommended a psychiatric interview. We emphasize that
de novo absence status should be considered in elderly
patients with a sudden onset of catatonia, especially
when a benzodiazepine withdrawal syndrome cannot
be ruled out.
